Dr. Pinkerton pointed out the value of estimating the vital capacity in thoracic cases as an indication of the respiratory ability of the patient. He had observed that if a patient following a first stage thoracoplasty failed to gain at least some restoration of vital capacity, especially if accompanied by lack of breath control, he was a poor subject for subsequent stages of thoracoplasty. As regards anaesthesia for thoracoplasty, Dr. Pinkerton had a preference for general rather than local. I,ight premedication with no cocainization of the larynx followed by pentothal and cyclopropane was the usual procedure. Patients were intubated (orally) provided there was no laryngeal tuberculosis. Recently curare had been found to be of real value in first stage operations. It provided complete relaxation of the shoulder girdle muscles, and prevented spasm of the larynx. If sputum was profuse this was sucked out before leaving the theatre, by which time the cough reflex had returned. Prevention of atelectasis was important, and the physiotherapists were early in action to encourage breathing and coughing if necessary. When collapse of the lung did occur and did not respond readily to conservative treatment, bronchoscopy was not delayed. In broncho-pleural fistula where the cautery was used, pentothal, gas and oxygen with or without trilene proved suitable.
In intrathoracic operations an open pneumothorax had to be dealt with and this brought about two troublesome factors, paradoxical respiration and mediastinal shift. These were best dealt with by controlled respiration, rather than by continuous positive pressure. Dr. Pinkerton achieved this with moderate premedication, a reasonable depth of anaesthesia, and a short period of hyperventilation, first without and then with absorber. He preferred to retain a flutter of respiration, however, so that normal respiration could be readily restored. There were two types of intrathoracic operations to be considered, the dry and the wet. In the dry type, exemplified by pneumonectomy for tumour, the premedication was light as before. The larynx was anaesthetized with 2-3 c.c. of anethaine with \ c.c. adrenalin (1/1000) followed by pentothal and cyclopropane, and a minimal amount of ether. The ether counteracted the undesirable effect of cyclopropane on the circulation, and allowed a less abrupt return to consciousness. Oral intubation was performed. The respiration was controlled or aided as described above. In some cases curare was used to obtain a similar effect on respiration. It remains to be seen whether its apparent anti-shock protection will prove valuable in these cases. An intravenous drip was set up which could be changed to plasma or blood if necessary. As the chest was being closed the pressure in the lungs was gently raised to 5 mm. Hg., and the gradual expansion of the lungs aided by the use of a leak-tube which was sealed under water. In the wet type of case, as exemplified by lobectomy for bronchiectasis, the anaesthetic was similar but the anaesthetist had the most difficult task of dealing with an excessive amount of sputum. Pre-operatively, postural drainage, breathing exercises, and penicillin inhalations, were instituted. The method of dealing with the sputum recommended by Dr. Pinkerton were a combination of suction through the endotracheal tube, and placing the patient in a modified Trendelenberg position to encourage secretions to run down to the pharynx, from which they could be removed. He also described a method of blocking the bronchus of the infected lobe by means of a Thomson bronchus-blocker. An endotracheal tube is then passed and the anaesthetic given in the usual way. This method is suitable chiefly for right lower lobectomy though it may be used for left lower lobectomy if there is 110 involvement of the lingular portion of the left upper lobe. A large series of slides illustrated many of the points in this interesting paper.
The address was very cordially received by the Society, and a number of members took part in the discussion. Dr. Wilson (Aberdeen) described briefly his experience of local and regional analgesia for thoracoplasty.
